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Pain assessment is challenging. In the critical care setting, two factors interfere with such appraisals: the preoccupation with the disease process and the urgency of the necessary interventions on the part of the busy caregiver, on one hand; and the presumed inability of the patient to communicate, on the other. The recent study by Ahlers and colleagues is important because it demonstrates the latter may be largely untrue. The authors show that pain assessment can be performed in the majority of intensive care unit (ICU) patients -- even if very ill -- and that the scales available for its evaluation are useful \[[@B1]\].

All patients deserve to be pain free. ICU survivors rate painlessness as one of the most important \[[@B2]\], yet unfulfilled \[[@B3]\], parameters during their ICU stay. Pain assessment is performed according to acceptable standards in probably \<50% of ICU patients, even in the context of observational studies \[[@B4]\] where caregivers know their pain evaluations are being monitored. Nurses and physicians fail to enquire about pain, presume painlessness, or judge the pain level -- or its absence -- without validating its degree with the patient. Adult patients describe maximal discomfort while being moved (for example, turned in bed) or suctioned; discomfort is greatest in adolescents around wound care and dressing changes \[[@B5]\]. Premedication prior to mobilization or other daily tasks is not part of routine critical care practice even if its use has been shown to be beneficial. Pain assessments are usually performed at rest; pain upon mobilization or coughing is not verified. In addition, whether sedative drugs or ICU delirium cloud the ability of the patient to convey the presence or the degree of pain is unknown.

There is huge interindividual variability in both the pain threshold and the sensitivity to various analgesic drugs in postoperative patients \[[@B6]\]. Such variability is at least as great in the ICU. This variability makes assessment necessary, as without assessment the individual variability in pain perception and response to analgesia cannot be evaluated. Moreover, especially in the ICU, pain can be complicated by psychomotor agitation or delirium. The clinician must therefore decide whether, in an individual patient, the issue is pain or frightening hallucinations. Simultaneous evaluations of pain, first and foremost, then of sedation, to avoid excessive sedative administration, and finally of delirium, to differentiate delirium symptoms that may be confounders for pain and insufficient sedation, should be routine in ICU patients. Administering the wrong pharmacologic intervention for any of these symptoms, especially an intervention that can lead to iatrogenic coma, can lead to harm \[[@B7]\] and may not resolve the underlying problem. Gauging pain and differentiating pain from confounding symptoms are thus both important.

Critical care nurses and physicians live with a paradox regarding pain. They purport to have a strong commitment to pain relief, but the documented underestimation and undertreatment of their patients\' pain has been deplored for over 20 years \[[@B8]\]. Few have asked why, but staff workload \[[@B9]\] and organizational culture issues \[[@B10]\] are sometimes blamed. After pain assessment, evaluation of the effectiveness and titration of analgesics is hailed as the desirable standard in most recommendations. How can adequate patient care be assured? Implementation of protocols, unfortunately, is no panacea. Physicians and nurses disagree as to the level of pain as well as to efficacy of analgesic drugs \[[@B11]\]. Moreover, an overall observance of one center\'s multidisciplinary analgesia and sedation protocol was documented to be 23%, with all participants -- nurses and physicians -- significantly over-rating their performance as to protocol adherence \[[@B12]\].

Even if analgesia was monitored adequately and medications administered according to need, the ideal approach to management of pain in the ICU is unclear. Opiates are used routinely \[[@B13]\], but their usefulness as analgesics for different ICU types of pain, their effects with longitudinal use, and their interactions with other drugs are poorly described \[[@B14]\]. We assume an administered drug dose translates into proportional changes in blood and central nervous system drug levels, and in expected clinical effect. Several metabolic pathways, however (affecting fentanyl, for instance), are affected by inflammation, postoperative status and genetic variants. Aside from opiates, although acetaminophen \[[@B15]\] and nonsteroidal anti-inflammatory drugs reduce opiate requirements in other hospitalized populations and potentially improve pain management, their potential side effects in the critically ill patient are not well described \[[@B16]\] and may well be significant. Potentiating analgesic effects with sedatives or other pharmacologic agents remains unexplored. Non-pharmacologic interventions, such as music and relaxation techniques, have been shown to be effective in oncology and in postoperative patients. Prospective studies with these minimally invasive approaches in the vulnerable ICU population are lacking.

Although multiple barriers exist that mitigate against the perfect management of pain in the ICU, the first step is to measure the pain and to measure the response to initial therapy. Without this measurement, all of the downstream measures are probably in vain. Our challenge as a critical care community is to better serve our patients and their outcomes by evaluating and managing pain better. The recent article by Ahlers and colleagues is a step in that direction.
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